Objective: Research in the United States tends to attribute low rates of use of mental health services by immigrants to economic barriers. The purpose of our study was to examine this issue in the context of Canada's universal health care system.
T here is considerable evidence from studies in the United States, the United Kingdom, and Australia that ethnocultural minorities are less likely than majority groups to receive care in the specialty mental health sector. [1] [2] [3] [4] [5] [6] Many members of minority groups with common mental disorders are treated by other formal and informal sources, including general medical physicians, alternative practitioners, and traditional healers. [7] [8] [9] [10] Studies in the United States indicate that economic status is a major barrier to medical care in general. 11, 12 However, ethnocultural minority groups show lower rates of use of outpatient mental health services even when socioeconomic factors are controlled. 1, 6, 11, 13 Seeking help for mental health problems is a complex social process that involves culturally mediated interpretations of symptoms, coping strategies, and hierarchies of resort that interact with economic and social structural factors as well as with the organization of health care services and clinicians' attitudes and practices. [14] [15] [16] In the Canadian health care system, with universal medical insurance, economic barriers may be somewhat less significant, with the result that other social factors may play a larger role in patterns of service use. [17] [18] [19] Nevertheless, there is evidence for differential use of health services among ethnocultural populations. A recent study using data from the 2002 Canadian Community Health Survey found that rates of use of health services for mental health problems varied by age, sex, marital status, education, country of birth, and language. 20 A study of an ethnically diverse population in central Toronto, using a large administrative database, found that lower SES (as measured indirectly by level of education) was associated with less likelihood of seeing a psychiatrist and with fewer contacts, although there was no effect of SES on the likelihood of visiting a family physician for a mental health problem. 21 To date, however, there is little information on patterns of resort to mental health care in Canada among specific ethnocultural minorities and immigrant groups. 22 The single published Canadian study that examined use of mental health services by Chinese immigrants in British Columbia found lower rates of use, but it was not possible to determine whether this lower use was due to better mental health or to sociocultural barriers. 23 In general, immigrants may have lower rates of chronic illness than the general population because the migration process favours those who are healthier. [24] [25] [26] [27] In some cases, they may also have lower rates of common mental disorders than the population in the receiving country, although the challenges of adaptation to their new home may put them at risk for adjustment disorders. [28] [29] [30] [31] [32] In contrast, refugees and others facing forced migration may have higher rates of psychological distress owing to the adversity they may have experienced both prior to and during migration. [33] [34] [35] [36] The present study examined use of mental health services by immigrant groups in a single ethnically diverse inner-city neighbourhood. This use of a single catchment area allowed us to compare the use of services by 5 different ethnocultural groups-Anglo-Caribbean, Vietnamese, and Filipino immigrants; and French-and English-speaking Canadian-born residents-living in the same milieu and having access to the same mental health services through community clinics, general hospitals, and private practitioners. The choice of these ethnocultural groups reflects their relative size and recent migration, as well as the existence of literature suggesting important cultural issues for health services delivery. 10, 34, 37, 38 From the literature, we expected that immigrant ethnocultural groups would make less use of mental health services and that this would be partially compensated for by use of other sources of help, including religious leaders, traditional healers, and alternative medicine.
Methods

Setting and Sample
The study involved a telephone survey of the residents of the Côte-des-Neiges quarter of Montreal in 1995, which corresponds to the catchment area of a CLSC. In 2001, the Côte-des-Neiges area had a population of 102 000, of whom 51% were immigrants; fully 46% had a maternal language other than English or French. 39 The mean income per household was $41 269, and the unemployment rate was 12.7%. This highly diverse, multiethnic neighbourhood includes about 9.3% South Asian, 9.2% black (primarily Caribbean and African), 9.3% Filipino, and 4.6% Southeast Asian (predominantly Vietnamese) residents. A large French-speaking, Canadian-born population includes students and faculty of the Université de Montréal, which is located nearby. In addition to the community clinic, there are 2 large general hospitals and numerous family physicians and medical specialists in private offices. Patients access mental health care either by referral from a family physician or CLSC clinician, through hospital emergency department consultations, or by appointment at screening clinics in the hospital departments of psychiatry. Various traditional, alternative, and complementary medicine practitioners are available in the area but are not covered by health insurance.
The telephone survey method has been validated and used successfully in previous studies of mental health service use. 40, 41 Our interviewers were bilingual (French-English or French-Vietnamese); if a potentially Vietnamese household was identifed, it was referred to a Vietnamese-speaking interviewer. We selected telephone numbers randomly from a computerized directory of residential phone numbers in the catchment area. From these calls, we selected households of the ethnic groups under study; for each household selected, we chose a single respondent by using the most recent birthday method. 42 Once the quota for each group was filled, it was excluded through the initial telephone screening. We oversampled specific census tracts where earlier census data indicated a high prevalence of the ethnocultural groups in our study. The study was approved by the institutional review board of the Sir Mortimer B Davis-Jewish General Hospital.
Ethnocultural group was defined by information on respondent's country of birth, respondent's parents' country of birth, language spoken while growing up, religion, and self-defined ethnicity. On this basis, the sample was divided into anglophone Caribbean black (excluding Asian Caribbean), ethnic Vietnamese (excluding Sino-Vietnamese), Filipino (including all Filipino language groups and cultures), and 2 ethnically diverse Canadian-born groups: anglophones and francophones. The Canadian-born groups included secondgeneration immigrants having diverse cultural backgrounds but, presumably, shared familiarity with the Canadian health care system and dominant modes of symptom interpretation and help seeking.
Measures
Three screening instruments were used in the telephone survey to tap somatic symptoms, psychological distress, and stressful life events over the 12 months preceding the interview that might have prompted help seeking and health service use.
Somatic distress over the last 12 months was measured with a list of 11 common somatic symptoms that was based on a screening scale for somatization disorder derived from the Diagnostic Interview Schedule. [43] [44] [45] Emotional distress was ascertained with the 12-item version of the GHQ. 46, 47 The GHQ is designed to detect subjects who have "probable cases" of psychiatric disorder (primarily depression and anxiety) in clinical and community studies; it has been widely used in cross-cultural studies. In this study, we used the GHQ-12 as a continuous variable assessing level of distress. Since our aim was to ascertain potential reasons for help seeking, we modified the time interval covered by the GHQ-12 to ask first whether respondents had each symptom in the last 12 months, with dichotomous response categories yielding a score from 0 to 12.
Life events were ascertained with a list of 14 questions addressing categories based on those included in the Quebec Health Survey, 48 which in turn were drawn from earlier work on stressors relevant to depression. 49 We added several items specifically relevant to ethnic minorities (such as "troubles because people did not understand your language"). The domains covered family, work or school, neighbourhood, health, and discrimination. This measure was not intended to produce a score of severity of life events but, rather, to canvas for the presence of common social problems that might motivate help seeking and service use.
Service use was measured with a questionnaire developed by Bland and colleagues for use in community surveys of psychiatric disorders in Edmonton. 50 A validation study of this questionnaire on a sample of 865 adult household residents of Edmonton showed that over 80% of individuals reporting contacts with a general practitioner or a psychiatrist did indeed have such contacts. 51 In the present study, it was modified to include questions about use of community sources of primary and mental health care as well as use of traditional or alternative medicine, either at home or from a practitioner, or help seeking from a religious group or leader.
All instruments were translated into French and Vietnamese by fluently bilingual speakers. They were then backtranslated to English by a second bilingual translator blind to the original version. Discrepancies were resolved by consultations among the investigators, the translators, and francophone and Vietnamese clinicians. 52, 53 
Data Analysis
Since our aim was to characterize help seeking within a specific geographic region, we did not weight the sample and present only unadjusted rates. With specific types of help seeking or use as the dependent variable, the independent contributions of language, ethnicity, immigrant status, and symptomatology were examined in logistic regression models. We calculated bootstrapped standard errors in all multivariate analyses to determine whether the ORs were statistically significant. [54] [55] [56] All analyses were conducted with Stata 9.1 for Windows (Stata Corp, College Station [TX]).
Results
A total of 3859 individuals eligible to participate were contacted, of whom 2239 agreed to participate and completed the interview, for a response rate of 58%. Of these, 1703 respondents could be assigned to 1 of the 5 ethnocultural groups, thus constituting the sample for subsequent analysis. As seen in Table 1 , the groups differed significantly in the proportion of women, mean age, marital status, years of education, employment, citizenship status, age of migration, and length of stay in Canada. Compared with the global sample, the anglophone Canadian-born group had a higher rate of unemployment. The francophone Canadian-born group had fewer married respondents and a higher level of education. The Vietnamese group had a lower proportion of women and a higher proportion of married respondents. The Filipino group had a higher proportion of women, younger age, a higher proportion of married respondents, and less unemployment. The mean time of migration was 19.2 years ago for the Caribbean group, 11 years ago for the Vietnamese, and 7 years ago for the Filipinos. Accordingly, these significant sociodemographic variables were controlled in subsequent logistic regression analyses.
The GHQ-12 results showed satisfactory internal consistency in all groups, with Cronbach's alpha being 0.82 overall (0.83 in the anglophone Canadian-born group, 0.82 in the francophone Canadian-born group, 0.82 in the Caribbean group, 0.78 in the Vietnamese group, and 0.63 in the Filipino group). The Somatic Symptom Index had good internal consistency in all groups, with Cronbach's alpha equal to 0.77 overall (0.80 in the anglophone Canadian-born group, 0.74 in the francophone Canadian-born group, 0.80 in the Caribbean group, 0.75 in the Vietnamese group, and 0.72 in the Filipino group).
There were significant differences in levels of symptomatology across groups, with higher levels on the GHQ-12 and the Somatic Symptom Index among Vietnamese and lower levels on the GHQ- 12 no significant difference across groups in the frequency of life events. Table 2 compares rates of health care service use for immigrants and nonimmigrants. Although there was no difference between groups in overall rates of medical service use, immigrants were less likely to visit the emergency department or to see a medical specialist. Immigrants were less likely to report using medical services for a mental health problem (particularly so for medical specialists and the emergency department). Immigrants were also much less likely to use any specialty mental health services except social work. Combining medical services used for mental health with specific mental health services used, we found that 5.5% of immigrants used a service for mental health, compared with 14.7% of nonimmigrants (P < 0.001). Table 3 presents these same service use rates for the 5 ethnocultural groups. In general, the differences identified for immigrants as a whole also held for each individual group. However, the Vietnamese and Filipino groups were less likely than the other groups to use the emergency department. While Vietnamese and Filipino respondents also were less likely to report using medical services for a mental health problem, Caribbean respondents consulted a family doctor for a mental health problem at a rate higher than that of francophone Canadian-born respondents. Table 3 also summarizes the use of other sources of care by the ethnocultural groups in our sample. Vietnamese respondents were more likely and Anglo-Caribbean respondents less likely than the other groups to seek help from a member of their own community. Vietnamese and Filipino respondents were more likely to seek help from a religious leader. The immigrant groups were no more likely than the Canadianborn groups to use traditional or alternative medicine at home; in fact, Filipino respondents were significantly less likely. Francophone Canadian-born and Vietnamese respondents were more likely than other groups to consult a practitioner of traditional or alternative medicine. Table 4 presents the results of a logistic regression analysis in which the dependent variable is any use of mental health services (which includes both specialty mental health services and the use of primary care or other medical or social work settings for a mental health-related problem). Increased use of services for a mental health problem was associated with higher educational level, GHQ-12 results, and life events. Vietnamese and Filipino cultural backgrounds were associated with one-third less likelihood of using mental health services when the other variables were controlled. This effect of ethnocultural group on lower rates of use might simply reflect relative unfamiliarity with the health care system rather than any factor more directly associated with cultural background. Both the Vietnamese and Filipino groups were, on average, more recent immigrants than the Caribbean subjects and thus might have been less familiar with the availability of psychological services for emotional distress. To test this hypothesis, we examined the effect of recency of migration on use. Since this variable is defined only for immigrants, we restricted the analysis to the 3 immigrant groups. 
Discussion
This is the first Canadian study to examine rates of mental health service use in random samples of immigrant ethnocultural groups living in the same multiethnic neighbourhood. Both newcomers and Canadian-born residents had similar rates of medical service use, indicating ready access to medical care through Canada's system of universal health insurance. The overall rates of use of general medical and mental health services were very similar to those found in recent studies in Quebec. 20, 57 However, despite having ready access to care owing to the availability of comprehensive community and hospital clinics, immigrants were significantly less likely than Canadian-born respondents to use mental health services.
There were significant differences in levels of distress across the immigrant groups, with Vietnamese showing higher levels of somatic and psychological symptoms and Filipinos reporting lower levels, compared with the other groups. The higher level of symptoms in the Vietnamese group may reflect the fact that this group included individuals who were exposed to traumatic events prior to or during their forced migration. 34, 58 In contrast, the Filipino group consisted of mostly voluntary migrants who displayed the "healthy immigrant" effect. 22 However, these variations in levels of distress did not account for the differential rates of use: the lower rate of mental health service use among immigrants persisted when we statistically controlled the levels of psychological and somatic symptomatology and life events over the last 12 months. In particular, both the Vietnamese and Filipino groups were significantly less likely to use mental health services when we controlled level of distress. Hence, the low rates of mental health service use observed among the immigrant groups in our study cannot simply be attributed to differences in levels of distress.
The low rate of mental health service use among immigrants also did not appear to reflect mere unfamiliarity with the health care system, since this would have resulted in a significant negative correlation of rates of use with recency of migration. Finally, although some immigrant groups were more likely to use specific sources of help in the community, including religious leaders, traditional healers, and home remedies, this did not account for their lower rate of mental health service use. Indeed, some evidence showed that consulting a traditional healer or alternative health practitioner was actually associated with greater likelihood of accessing mental health services, perhaps because it indicated greater efforts at help seeking, leading to the use of multiple resources.
A recent study from Toronto, using an administrative database, documented lower rates of mental health service use by individuals with lower SES. 21 We used the same measure of SES (level of education) and found that, even when this variable was controlled, Vietnamese and Filipino immigrants were less likely to use mental health services through both primary care and psychiatry. This finding suggests that immigrant status or cultural background itself plays a role in reducing the use of mental health services, independently of level of education.
Lack of service use reflects both help-seeking behaviour by individuals in the community and patterns of referral within the health care system. In the present study, immigrants were less likely to seek help for mental health problems and, if they did see a family doctor or other primary care provider, significantly less likely to be referred to a mental health practitioner. Thus both patient and clinician characteristics appear to contribute to this underuse of mental health services.
Lower rates of mental health service use by many immigrant groups may be linked to reliance on family members for support and to the stigma attached to mental health problems. 1, 34 In many cultures, milder mental health problems are understood as personal or moral problems more appropriately dealt with on one's own or through religious and community institutions. [8] [9] [10] Our qualitative ethnographic interviews with a subsample of participants in this survey identified sociocultural barriers to the use of mental health services, including the desire to deal with problems on one's own, the strain of multiple social roles, the stigma of mental illness, and the conviction that clinicians would not understand salient cultural and linguistic issues. [58] [59] [60] This study is unique in that we were able to obtain random samples of specific ethnocultural groups among people living in the same neighbourhood with similar physical access to care. The major limitations are the low rate of response, reliance on self-report measures, and the lack of a more stringent definition of need for mental health services. The use of a telephone directory for sampling excluded households with no telephone, which might bias the sample toward less inclusion of very recent migrants. Self-report measures are subject to recall bias, but there is no reason to suspect that this bias differentially affects ethnocultural groups. Finally, our measure of distress, the GHQ-12, is a sensitive but nonspecific indicator of distress. Many milder cases of distress occur in individuals who likely do not need any mental health intervention. Lack of use of services therefore cannot be equated with unmet need, even when level of distress is controlled. However, there were significant numbers of individuals with high levels of distress in the Vietnamese group who did not seek help. Future studies with more accurate measures of diagnosis and level of functioning would clarify the extent to which underuse truly reflects unmet need. 61
Conclusion
This study clearly demonstrates that immigrants from certain ethnocultural groups are less likely to make use of mental health care when they are distressed, even in a setting where universal health insurance and ready access to community and hospital clinics make services easily accessible. This underuse of mental health services cannot be explained by compensatory use of other community sources of help or other traditional or alternative medicine. Nor can the lower rate of use among some immigrant groups be accounted for simply by a shorter length of stay in Canada and consequent unfamiliarity with the health care system. The implication is that other aspects of immigrants' social position or cultural background influence the help-seeking response to somatic or psychological distress or life problems. In other ethnographic work linked to this epidemiologic study, we have shown that these factors include the stigma attached to mental illness, cultural idioms of distress that lead patients to present in ways that do not fit conventional psychiatric diagnoses, and patients' perceptions that clinicians are not interested in the social context of suffering. [58] [59] [60] Ensuring access to care, then, is not simply a matter of removing economic or physical obstacles by covering the economic cost or situating clinics in convenient locations. Active efforts are needed to make the role of mental health services clear to those unfamiliar with such services, to counteract the stigma of mental illness, and to explore the social context and meaning of symptoms to identify patients' concerns and negotiate culturally appropriate interventions.
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Méthodes : Dans le cadre d'un sondage de l'aire de recrutement d'une clinique polyvalente de Montréal, des échantillons aléatoires de 924 personnes nées au Canada et de 776 immigrants nés dans les Antilles (n = 264), au Vietnam (n = 234), ou aux Philippines (n = 278) ont été interrogés afin d'évaluer leur utilisation des services de santé pour des symptômes somatiques, de la détresse psychologique et des événements marquants récents.
Résultats : Les taux généraux d'utilisation des services médicaux dans l'année écoulée étaient semblables chez les groupes d'immigrants (78,5 %) et de non-immigrants (76,5 %). Les taux d'utilisation des services de santé pour détresse psychologique étaient significativement plus faibles chez les immigrants (5,5 % comparé à 14,7 %, P < 0,001). Cette différence était attribuable d'une part au taux plus faible d'utilisation des services de santé mentale spécialisés par les immigrants (2,5 % comparé à 11,7 %, P < 0,001) et d'autre part, à l'utilisation différentielle des services médicaux pour détresse psychologique (3,5 % comparé à 5,8 %, P = 0,02). Quand le niveau de détresse psychologique était maîtrisé, les immigrants vietnamiens et philippins étaient un tiers aussi susceptibles que les résidents nés au Canada d'utiliser les services de santé mentale. Le taux plus faible d'utilisation par les immigrants ne s'expliquait pas par les différences de données sociodémographiques, ni par les symptômes somatiques ou psychologiques, ni par la durée de séjour au Canada, ni par l'utilisation d'autres sources d'aide.
Conclusion :
Le statut d'immigrant est associé avec des taux plus faibles d'utilisation des services de santé mentale, même avec un régime d'assurance-santé universel. Ce faible taux d'utilisation reflète des obstacles culturels ou linguistiques aux soins.
